to drive themselves too hard in setting themselves goals at the limit of their reach.
It is often assumed that anxiety is the chief or only cause of hyperventilation. On the contrary, any change of mood -happiness, laughter, relief, animated conversation, and even watching television -can frequently be the cause. The first attacks commonly follow a purely physical illness. General anaesthesia and operations are potent triggers. The driving personality, addicted to his work, often develops the first attack at weekends or on holiday. Anxiety then develops out of the persistent symptoms. With repetition the response takes on the character of a conditioned reflex (Cannon 1928) .
Although Kerr et al. (1937) had pointed out that the clinical manifestations of anxiety state were produced by hyperventilation, it was Rice (1950) who turned this concept upside down by stating that the anxiety was produced by the symptoms and, furthermore, that patients could be cured by eliminating faulty breathing habits. Lewis (1964) identified the role of anxiety as a trigger, rather than the prime cause. Given habitual hyperventilation, a variety of triggers, psychic or somatic, can initiate the vicious cycle of increased breathing, symptoms, anxiety arising from symptoms exacerbating hyperventilation and thus generating more symptoms and more anxiety. He claimed a 70% cure rate by breathing reeducation.
The present writer's experience -to December 1979, 1735 patients confirmed by respiratory physiological analysis -amply supports this view. More than 1000 patients have received a course of breathing retraining and relaxation in the physiotherapy department. Symptoms are usually abolished within one to six months. Some young patients require only a few weeks while older or more severe cases may take many months: 75% are completely free of all symptoms at 12 months; 20% are left with occasional mild symptoms only, and these do not trouble them. Some of these become asymptomatic later. Protecting and improving the health of the public How can health care be provided at reasonable cost? How can resources be allocated appropriately between cure and care, between services based in institutions and services in the community, and between treatment and prevention? What organizations are required to ensure availability of treatment and help to those who are ill or disabled, and to protect the public from a multitude of threats to health arising from genetic, biological, physical, behavioural and social influences? These questions perplex policymakers all over the world. The Canadian Government was one of the first among developed countries to announce its intention 'to give to human biology, the environment and lifestyle as much attention as it has to the financing of the health care organization so that all four avenues to 'improved health are pursued with equal vigour' (Lalonde 1974) . Recently the Australian Commonwealth Department of Health received a report urging more attention to preventive medicine (Davidson et al. 1979 ). In the same year the US Department of Health, Education and Welfare published a report of the Surgeon General on 'Health Promotion and Disease Prevention' (Surgeon General 1979). The US Report reviews the evidence for the control of risk factors and for ©1981 The Royal Society of Medicine screening and early treatment, and makes a strong case on humanitarian and economic grounds for greater preventive efforts, using means presently available but not fully exploited.
In the United Kingdom, the Government published, in 1976, a consultative document 'Prevention and Health: Everybody's Business', which called for a reappraisal of the possibilities inherent in prevention (DHSS 1976) . In the foreword, the Secretaries of State pointed out that before the reorganization of the National Health Service in 1974 the main statutory responsibility for prevention lay with the local county and municipal authorities, and they asserted that the reorganized NHS provided an improved administrative framework within which to look at priorities more comprehensively and to plan the allocation of resources more effectively both at local and at national levels. A number of people (e.g. Morris 1979, Unit for the Study of Health Policy 1979 , Horner 1980 , Research Working Group 1980 who have reviewed the scene are convinced that little, if any, progress has been made and that the 1974 reorganization, far from helping, has, for structural and functional reasons, made the advancement of preventive medicine and a commitment to and concern by the NHS with the health of the public more difficult. These views are enlarged on in Dr N S Galbraith's Presidential Address to the Section of Epidemiology & Community Medicine, which is published in this issue (p 16).
Some of the obstacles to furthering the health services' commitment to preventive medicine and public health are the pressing burden of sickness and disability needing treatment (and therefore resources); lack of demand from the public, in the absence of epidemics and catastrophes, for some of the' preventive services (the exception being screening services, the benefits of some of which have still be established); the excessive administrative load and the apparent loss of accountability of community physicians directly to the public and its elected representatives; to say nothing of the sheer difficulty of the issues and the complexity and ramifications of the actions to be taken and bodies involved (e.g. in fiscal policy, food policy, education, housing, etc.). As Galbraith argues, much more is required than a single community physician in each district (as is common in England) with fragmented and separate operational back-up advisory services, and no formal local, regional or national bodies responsible for coordination and overall policy.
Can an opportunity be made of the current restructuring of the NHS to redress some of the setbacks since 1974? The 1974 reorganization brought together into the specialty of community medicine medically qualified health service administrators and public health medical stafT (with the exception of the clinical medical officers). This amalgamation recognized that there was often no clear boundary between prevention and treatment (e.g. in screening, surveillance, maintenance treatments and care of old, frail people); that the preventive and community approach should permeate and inform all aspects of health services; and that the voice of 'public health' should participate in policy decisions in every part of the health services. The protection and promotion of the health of the public was, and still is, the raison d'etre, although not the monopoly, of community medicine. The tasks arising from this concept were set out by Morris (1969) and, in more detail and related to the structure of the health services, in a report from the Scottish Home and Health Department (1973) . Despite the troubled infancy of the speciality, some of the objectives are being attained and many of its practitioners and trainees still seek to do all of the tasks set out in these strategy documents (Walker 1980) . Neverthetheless, there are barriers that could and should be removed.
Galbraith, who was an innovative area medical officer (AMO) before becoming Director of the Communicable Disease Surveillance Centre, considers the present job description for the district community physician (DCP) in England and Wales to be 'totally unrealistic' -a view expressed at the outset in an editorial in the Lancet (1974) . There is widespread agreement that the DCP must have adequate support, and suggestions have been made that community physicians should consider regrouping into departments (Joint Working Party 1979 , Joint Working Group 1980 . The responsibilities of the new district departments will be those that were envisaged in the earlier. far-sighted documents, and will include, as was originally intended, the active practice of preventive medicine, the promotion of health, and local epidemiological investigation as set out by Galbraith. The departments will be concerned with medical information services, health care planning and the evaluation of medical care services.They will have the management responsibilities of the present DCPs (or AMOs of single-district areas) not only in regard to the management teams, but also to the social servicesand education departments and with district councils. As Galbraith argues, there is need for at least two community physicians in each district, and they must have ready access to district and regional information services and appropriate ancillary stafT. Some districts, because of their size or special responsibilities, may require additional community physicians as well as the non-medical stafT. At present some of the singledistrict area health authorities (which have 6, Journal of the Royal Society of Medicine Volume 74 1981 similarities to the district health authorities of the future) employ four community physicians.
Underlying this discussion is the undoubted requirement for the values, skills and viewpoints of community medicine to permeate throughout the management of health servicesand the clinical practice of medicine, both in the hospitals and the community. In the words of Acheson (1979) , it is essential that the work of community physicians should 'be seen to leaven medicine from within rather than to belabour it from without'. The skills of epidemiology are required as part of the analyses of many of today's unwelcome problems of deciding priorities and the distribution of resources, and in the evaluation of the effectiveness and efficiency of services. These activities must be pursued on a joint basis. There is therefore a need for planners, managers, consultants and general practitioners to have ready access in each district to epidemiological expertise. There is also the need, if local policies are to be formulated and implemented, for there to be local information available and local involvement in, understanding of and acceptance by, any local organizations outside the health service. As Newell (1977) has written: 'it is insufficient to say that the general problem is known -the important question is the problem in a particular place. There is a uniqueness about such information which has to be accepted'. Equally, there is a uniqueness about the availability, aims and 'personalities' of the many statutory and voluntary services whose collaboration is required.
Whilst there is agreement among those who have examined recent experience in the practice of community medicine about the nature of its contribution and the minimum requirements at district level, there is less agreement about job descriptions and about the organization of the support. Galbraith suggests introducing two distinct posts: a management post of district administrative medical officer and a consultant post of clinical epidemiologist. There is evidence that many aspiring community physicians want to concentrate on the application of epidemiology to preventive medicine and health care planning (Hagard 1978) and some want to combine the practice of community medicine with clinical medicine (Acheson 1979) . Nevertheless, some community physicians and trainees want to combine the functions of manager and epidemiologist and see this combination as essential to the furtherance of both activities. They believe that given adequate support this can be done and argue that the present failure in some places to do this arises from the overwhelming and pressing demands of day-to-day management directed at one individual.
The district department of community medicine will require access to other specialist advice. Galbraith suggests the creation of a number of central units, on the lines of the Communicable Disease Surveillance Centre, linked through regional specialist epidemiologists to the districts. Another approach is for the district departments to be linked, wherever possible, with academic departments and research units; and for some academic departments to take on formally the role of a 'recognized centre' (akin to a nationally or internationally recognized 'reference laboratory') to receive additional funds from the DHSS for this purpose, and be readily available to respond' to requests for information and help. ..
Finally, there is the question of a central or national focal point. Galbraith' suggests the formation of a 'National Prevention Board'; the Unit for the Study of Health Policy (1979) suggested the creation of national 'health promotion teams' associated with some of the parliamentary select committees; the Australian report (Davidson et al. 1979) suggested the creation of a 'national health promotion unit'; and the Research Working Group (1980) proposed the establishment of a Health Development Council, national coordinating machinery related to the Cabinet Office and a substantial joint approach to health policies at the local level. All of the suggestions which would require additional legislation and/or the creation of new administrative bodies would seem to be unlikely to be accepted, in the short term at least. Can we make the existing structure 'more effective? Immediate steps might be a clearer focus of responsibility inside the DHSS and the formation of regional committees reporting to the regional health authorities and concerned with the broad aspects of the public's health. Such regional committees should bring together representatives of the main authorities concerned with health and environmental policies, have a small staff which would incorporate Galbraith's suggested regional specialists,and issue annual reports to the regional health authority and directly to the public.
The proposed restructuring of the health services and the declared intention of the Government that each new district health authority 'should have wide discretion in determining its management arrangements' and have responsibility 'for the planning, development and management of health services in its district within national and regional strategic guidelines' (Circular HC(80)8) require that there should be sufficient medical and other staff at district concerned not only with planning and managing health care services but also with prevention and health promotion, and that there should be regional and strategic guidelines in these activities.
The degree of local autonomy suggested enables there to be different arrangements whereby the tasks are carried out and the objectives achieved. The greatest benefit will be derived if, at this stage, no single structural system is prescribed so that various arrangements can be tried out, monitored and audited. In this way, experience in the UK could contribute to helping other countries facing similar problems and anxieties about allocating resources to health care and about protecting and promoting the public's health. This country's decision to create the specialty of community medicine has been watched with considerable interest by observers from overseas; the next phase could be even more interesting and effective.
